It has been suggested that some if not all children diagnosed as having acute or wheezy bronchitis in fact have asthma.' 2 This may also hold true in adults, where absence of a history of childhood respiratory illness and atopy in a patient who smokes cigarettes is more likely to lead to a diagnosis of acute bronchitis than of asthma.3 Acute bronchitis is a condition seen for the most part in general practice and it is responsible for few hospital admissions in a year in England and Wales. 4 Since 1975 the Royal College of General Practitioners Research Unit has been collecting data from 41 general practices throughout the United Kingdom to assess attack rates for various acute conditions, including asthma, hay fever, and acute bronchitis. These data were used in the present study to detect any trends in acute bronchitis attack rates in general practice in the UK since 1976.
Methods
Weekly returns are submitted to the Royal College of General Practitioners (RCGP research unit) from 41 general practices throughout the United Kingdom (fig 1) , although the number has varied since the start of the service.5 The population covered is about 200 000, although slight variations occur from week to week either because the occasional return is not submitted or because of a change in the population In the ninth coding revision of the ICD (1978-9) 
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The age specific data for 1983 show that the weekly attack rates (fig 4) are highest in the 0-4 and 65 + age groups.
Discussion
This source of general practice data has remained largely untapped for respiratory diseases since figures were first collected in late 1975. The early data, at least for asthma and acute bronchitis, are difficult to interpret because of variation in the size of the population under study (table 1) and because of the important ICD coding revision of 1978-9. Although single events are recorded once only, these data do not allow us to identify individual patients who attend their general practitioner frequently with recurrent attacks. Such patients could confer a significant bias on the result, particularly in conditions with relatively low attack rates; but this is unlikely to be a problem with the high rates seen for acute bronchitis. The data are readily available from the RCGP research unit at Harborne, Birmingham, and age banded data are available from 1982 onwards. The data could be compared with hospital admission data and used for following national trends, although analysis should probably be limited in future to the years following the ICD coding change.
Acute bronchitis is rarely a cause of hospital admission in children4 or in adults (Khot, personal communication), and so any study of this ill defined condition must be performed in general practice. Interpretation of the data from the weekly figures is hampered by the lack of definition of acute bronchitis and by diagnostic variability between general practitioners. Nevertheless, some inferences can be drawn from the data.
Firstly, there is appreciable seasonal variation in rates, remarkably consistent from year to year, with a trough in August. This is partly but not completely explained by a fall in attendance for all conditions, and the fall is likely to be real. This seasonal variation in respiratory illnesses has been identified before and may not be totally attributable to season, as temperature and air pollution may contribute. 7 The fall in attendance during holiday weeks probably owes as much to less ready access to the general practitioner as to any change in disease incidence.
Secondly, acute bronchitis is diagnosed most often in children under the age of 5, falling to a lower level in the 15-44 age group and rising thereafter. In the older age groups, where chronic bronchitis 'and emphysema are such common conditions, it is difficult to separate out acute bronchitis pure and simple, especially as there are no separate diagnostic categories for chronic lung disease on the weekly returns. 
